NOTE TO READERS
This will be my last "Annual Summary." After 20 years as a coauthor, organizer, and editor (1995-2014), it's time to pass the baton to the next public health pediatrician on the team. Lest the casual reader think that I have overstayed my welcome, I remind you that Myron Wegman, authored this article for 45 years, from 1950 to 1994.
Our greatest accomplishment over this period has been to make the writing of the paper a collaboration between the academic and professional communities; namely, colleagues at the CDC National Center for Health Statistics who now coauthor the paper and assure its accuracy. Thus, many new data sets, features, and analyses were added.
I am gratified that the paper is widely read and quoted every year, and that the published data are far more accessible to the pediatricians than are government publications. Many thanks to the American Academy of Pediatrics, and to editors Jerry Lucey and Lewis First for their support.
I believe that future authors will make even greater strides by using new technologies (electronic birth and death certificate data and rapid communication of events to state agencies) to create more timely birth and death indicators to inform policy-makers and practitioners. Pediatricians need to support such developments, continue to use the information provided, and make their support for excellent national statistics known to policy-makers and agency leaders.
Bernard Guyer, Zanvyl Kreiger Professor of Children's Health, Emeritus, Johns Hopkins Bloomberg School of Public Health. Ms Osterman contributed to the concept and design of the manuscript, analyzed and/or assembled data and drafted numerous segments of the manuscript and compiled segments from other authors, and reviewed and approved the final manuscript as submitted; Mr Kochanek, and Dr Strobino contributed to the concept and design of the manuscript, analyzed and/or assembled data and drafted various segments of the manuscript and approved the final manuscript as submitted; Dr MacDorman analyzed data and drafted a segment of the manuscript and reviewed content written by other authors; and Dr Guyer contributed to the concept and design of the manuscript and approved the final manuscript as submitted. Accepted for publication Mar 26, 2015 
INTRODUCTION
This annual article is a long-standing feature in Pediatrics and provides a summary of the most current vital statistics data for the United States. We also include a special feature this year on trends in racial and ethnic disparities in US infant mortality based on data from the linked birth/infant death file.
METHODS
The data presented in this report were obtained from vital records: birth certificates, death certificates, and reports of fetal death for residents in all US states and the District of Columbia. More complete descriptions of vital statistics data systems are available elsewhere. [1] [2] [3] [4] [5] [6] [7] Birth and mortality data for 2013 and fetal mortality data for 2012 were collected by using both the 1989 (unrevised) and 2003 (revised) versions of the US Standard Certificates of Live Birth, the US Standard Certificate of Death, and the US Standard Report of Fetal Death. The 2003 revisions and specifics on the 2012 and 2013 revised and unrevised reporting areas are described in detail elsewhere. 3, 4, [8] [9] [10] All birth and mortality data items presented in this report are considered comparable between revisions, and revised and unrevised data are combined.
Current vital statistics patterns and recent trends are presented according to age, race, and Hispanic origin, as well as other birth and death characteristics. Hispanic origin and race are collected as separate items in vital records. Persons of Hispanic origin may be of any race. A number of reporting areas allow for multiple-race categories on birth and death certificates. However, until all areas revise their certificates to reflect updated reporting standards for race, multiple-race data were modified (the data were "bridged") back to single-race categories. 1, 3, 4, [11] [12] [13] For birth data, mother's marital status was reported directly in all reporting areas except New York in 2013. Details about the reporting of marital status in New York and editing methods and imputations as applied to other items on the birth certificate are presented in publications of the National Center for Health Statistics (NCHS). 14 Cause-of-death statistics in this report are based solely on the underlying cause of death compiled in accordance with the International Classification of Diseases, 10th Revision (ICD-10). 12 The underlying cause of death is defined as "(a) the disease or injury which initiated the train of morbid events leading directly to death, or (b) the circumstances of the accident or violence which produced the fatal injury." 15 Ranking for leading causes of death is based on number of deaths. 16 Infant mortality refers to the death of an infant younger than 1 year. Infant mortality rates (IMRs) were computed by dividing the total number of infant deaths in each calendar year by the total number of live births in the same year. 4 Neonatal mortality rates (NMRs) are shown for infant deaths that occurred at ,28 days, and postneonatal mortality rates (PNMRs) for infant deaths that occurred 28 days to ,1 year of age. 4 The denominator for both rates is the number of live births. Perinatal mortality rates (PMRs) include fetal deaths at $28 weeks of gestation and infant deaths at ,7 days of age. 2 Fetal mortality rates (FMRs) are shown for fetal deaths at $20 and at $28 weeks of gestation. 2 FMRs and PMRs were computed by dividing the number of fetal or perinatal deaths by the number of live births plus specified fetal deaths. 2 The latest infant mortality statistics according to race and Hispanic origin are from the 2012 period-linked birth/infant death data. 17 In this data set, the death certificate is linked with the corresponding birth certificate for each infant who died in the United States in 2012. Birth and infant death certificates are linked in each state vital statistics office based on matching of common data fields, such as infant's name and address, date of birth, and so forth. The quality of the links is validated at NCHS, and records with questionable linkages are sent back to states for correction. 
NATURAL INCREASE
In 2013, .1.3 million persons were added to the US population as a result of natural increase, the excess of births over deaths (Table 1) . 1, 3, 4 The rate of natural increase in 2013 was 4.2 persons per 1000 population.
BIRTHS
In 2013, the number of births for the United States was 3 932 181, 1% fewer than in 2012 and 2011 (Table 1) . 1 The general fertility rate (the number of births per 1000 women aged 15-44 years) also declined (by 1%) to a record low of 62.5 in 2013, from 63.0 in 2012. In 2013, the total fertility rate (TFR) was 1857.5 births per 1000 women, down 1% compared with the rate in 2012 (1880.5) ( Table 2 ). The TFR estimates the number of births that a hypothetical group of 1000 women would have over their lifetimes, based on the age-specific birth rates observed in a given year. The TFR has been below replacement (2100 per 1000 women; (Table 2) .
Trends in Age-Specific Birth Rates

Teenaged Childbearing
The teenage birth rate (15-19 years) dropped 10% from 2012 to 2013, reaching another historic low for the United States: 26.5 births per 1000 women (Table 3) . 1 The teenage birth rate has dropped 36% from 2007 and 57% from 1991, the most recent peak. The birth rate for teenagers aged 15 to 17 years dropped 13% from 2012, to 12.3 per 1000 in 2013, whereas the birth rate for older teenagers aged 18 to 19 years dropped 8% to 47.1 per 1000 (Table 3) . 
Childbearing for Women in Their 20s and 30s
The birth rate for women aged 20 to 24 years fell to a record low in the United States in 2013, 80.7 births per 1000 women, a 3% drop from 83.1 in 2012. 1 The rate for women aged 25 to 29 years also fell (1%) in 2013 to 105.5 ( Table 2 
Childbearing for Women 40 and Older
The birth rate for women aged 40 to 44 years was 10.4 births per 1000 women in 2013, unchanged from 2012 (Table 2 ). 1 The rate for women aged 45 to 49 years increased to 0.8 in 2013 from 0.7 in 2012 (data not shown). The rates have slowly, although steadily, increased for both groups since 1990. 1 
Unmarried Mothers
The birth rate for unmarried women fell for the fifth consecutive year in 2013, to 44.3 births per 1000 unmarried women aged 15 to 44 years (a decrease of 14% since 2008). 1 The total number of births to unmarried women declined 1% in 2013, to 1 595 873. The percentage of all births to unmarried women was 40.6% in 2013, slightly lower than in 2012 (40.7%). The percentage of births that were to unmarried women declined for nonHispanic black and Hispanic births, and was statistically unchanged for the remaining population groups between 2012 and 2013 (Table 4 ). In 2013, unmarried teenagers (age 15 to 19) accounted for 15% of all nonmarital births, the lowest proportion ever reported.
Cesarean Delivery
The cesarean delivery rate declined to 32.7% in 2013 from 32.8% for 2012 (Table 4 ). The rate peaked at 32.9% in 2009, following steady increases from 1996. 1 The decline in cesarean delivery rates was a continuation of the trend for the fourth consecutive year for non-Hispanic white women (to 32.0%), but rates were unchanged for non-Hispanic black (35.8%) and Hispanic (32.2%) women (Fig 1) . For the first time in 2013, non-Hispanic 
Multiple Births
In 2013, the twin birth rate rose 2% to 33.7 twins per 1000 total births, from 33.1 in 2012 (Table 4) ; the rate has been relatively stable since 2009. 1 The twin birth rate rose steadily by 76% overall from 1980 to 2009. The rate increased nearly 3% annually during the 1990s but slowed to less than one-half of 1% annually since the mid-2000s. 1 The triplet/+ rate (the number of births in triplet and higher-order multiples per 100 000 total births) was 119.5 per 100 000 total births in 2013, a drop of 4% from 2012 (119.5) (Table 4) , and the lowest since 1995. The triplet/+ rate increased by 400% during the 1980s and 1990s, but has declined 38% since the 1998 peak (193.5).
Infants in multigestation pregnancies are much more likely to be born earlier and smaller than those born in singleton pregnancies. Accordingly, they are at greater risk of early death, with twins ∼5 times and triplets ∼10 times as likely to die in infancy. 21 In 2013, .1 of every 2 twins, and 9 of 10 triplets were delivered preterm, compared with ∼1 in 10 singletons. 1 
Preterm Birth
In 2013, the preterm birth rate (infants delivered at ,37 completed weeks of gestation per 100 births) was 11.39%, down for the seventh straight year. 1 The rate was 11.55% in 2012. The preterm rate rose until 2006, increasing by more than onethird from 1981 to 2006. 1 Although the lowest level in more than a decade, the 2013 rate of preterm birth is still higher than rates during the 1980s and most of the 1990s. Since 2006, state-specific declines in preterm birth rates have been widespread (Fig 2) , with decreases in 49 states and the District of Columbia.
Rates for 12 states and the District of Columbia declined 15% or more during this time, rates for 23 additional states declined 10% to 14%. 1 
Low Birth Weight
The LBW (,2500 g) rate was 8.02% in 2013, essentially unchanged from 2012 (Table 4 ). The percentage of infants born LBW increased more than 20% from the mid-1980s through 2006, but has declined slowly, by 3%, from 2006 through 2013. 1 The very low birth weight (,1500 g) rate was essentially stable at 1.41% in 2013, whereas the moderately low birth weight (1500 to 2499 g) rate increased slightly to 6.61%. The LBW rate increased slightly between 2012 and 2013 for Hispanic infants, but was not significantly changed for nonHispanic white and non-Hispanic black infants (Table 4) .
Notwithstanding the small decrease in the percentage of births at ,2500 g from 2006 to 2013, the US birth weight distribution has shifted downward over the past 2 decades, reflecting increases in births ,3500 g and declines in births at .3500 g. 1 Fig 3) . 2 The 2012 PMR was 6.22, statistically unchanged from 6.26 in 2011 but down 4% from 2006 and 11% from 2000 (Fig 3) . The decline in the PMR for 2006-2012 was almost entirely the result of declines in early neonatal mortality (3.55 in 2006 and 3.22 in 2012), as the late-fetal mortality rate was unchanged over this period.
FETAL AND PERINATAL MORTALITY
INFANT MORTALITY
In 2013, a total of 23 440 infant deaths were reported in the United States with approximately two-thirds of infant deaths occurring during the See the special discussion later in this article on infant mortality by race and ethnicity for more detail on infant mortality.
INTERNATIONAL COMPARISONS
The number of births for 2011 and IMRs for 2010, 2011, and 2012 are shown in Table 7 
Feature: Trends in Racial and Ethnic Disparities in US IMRs
Although there have been recent declines in US infant mortality, large disparities in infant mortality by race and ethnicity persist. In particular, infant mortality for black women has been much higher than for white women ever since statistics on these measures began to be collected a century ago. 29 This difference is often measured via the "IMR ratio": the ratio of nonHispanic black to non-Hispanic white IMRs. This ratio is an important measure of health inequality, and has remained between 2.3 and 2.5 since at least 1995 (data available on request). 30 However, there are recent indications that this may be changing. From 2005 to 2012, declines in US infant mortality were larger for infants of nonHispanic black (18%) than for non-Hispanic white (13%) mothers (Fig 4) . This led to the first decrease in a generation in the IMR ratio (the ratio of non-Hispanic black/non-Hispanic white IMRs). This ratio fell from 2.4 in 2005 to 2.2 in 2012. 17, 30 In addition to the declines for non-Hispanic white and non-Hispanic black women, the IMR for Asian or Pacific Islander women also declined by 17% during this period; however, infant mortality for American Indian or Alaska Native women did not improve during this time frame.
IMRs also declined for Hispanic women from 2005 to 2012. The rate declined by 9% for the overall Hispanic category and for Mexican women. For Puerto Rican women, who have traditionally had the highest IMRs among the Hispanic origin subgroups, the decline was larger (17%). IMRs also declined by 12% for Central and South American women; there was no significant change for Cuban women (Fig 4) .
Infant mortality declines were greatest among geographic and race/ethnic groups that have traditionally had higher-than-average IMRs. For example, a recent report found that infant mortality declines from 2005 to 2010 were most rapid (20% or more) among selected southeastern states (Louisiana, Georgia, North Carolina, and South Carolina) and the District of Columbia with historically high IMRs, when compared with the US average. 30 Although these states still had higher-than-average infant mortality, disparities in IMRs between states have been reduced. 31 
CONCLUSIONS
Vital statistics are a valuable tool for monitoring the health of the US population. There are efforts under way to assess and improve the quality of vital statistics data, particularly the birth medical and health information. 32 As these efforts take effect, the quality of the data are expected to improve.
